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L. Introduction

Pursuant to the KanCare Special Terms and Conditions issued by the Centers for Medicare and Medicaid
Services, Number 11-W-00283/7, the State of Kansas, Department of Health and Environment, Division of
Health Care Finance, submits this sixth annual report related to Demonstration Year 2018. KanCare is a
managed care Medicaid program which serves the State of Kansas through a coordinated approach. The
State determined that contracting with multiple managed care organizations will result in the provision
of efficient and effective health care services to the populations covered by the Medicaid and Children’s
Health Insurance Program (CHIP) in Kansas and will ensure coordination of care and integration of physical
and behavioral health services with each other and with home and community based services (HCBS).

On August 6, 2012, the State of Kansas submitted a Medicaid Section 1115 demonstration proposal,
entitled KanCare. That request was approved by the Centers for Medicare & Medicaid Services on
December 27, 2012, effective from January 1, 2013, through December 31, 2017. The State submitted a
one-year temporary extension request of this demonstration to CMS on July 31, 2017. The temporary
extension was approved on October 13, 2017.

KanCare is operating concurrently with the state’s section 1915(c) Home and Community-Based Services
(HCBS) waivers, which together provide the authority necessary for the state to require enrollment of
almost all Medicaid beneficiaries (including the aged, disabled, and some dual eligibles) across the state
into a managed care delivery system to receive state plan and waiver services. This represents an
expansion of the state’s previous managed care program, which provided services to children, pregnant
women, and parents in the state’s Medicaid program, as well as carved out managed care entities that
separately covered mental health and substance use disorder services. KanCare also includes a safety net
care pool to support certain hospitals that incur uncompensated care costs for Medicaid beneficiaries and
the uninsured, and to provide incentives to hospitals for programs that result in delivery system reforms
that enhance access to health care and improve the quality of care.

This six-year demonstration will:

¢ Maintain Medicaid state plan eligibility;

¢ Maintain Medicaid state plan benefits;

¢ Allow the state to require eligible individuals to enroll in managed care organizations (MCOs) to
receive covered benefits through such MCOs, including individuals on HCBS waivers, except:

0 American Indian/Alaska Natives are presumptively enrolled in KanCare but will have the
option of affirmatively opting-out of managed care.

¢ Provide benefits, including long-term services and supports (LTSS) and HCBS, via managed care; and

o Create a Safety Net Care Pool to support hospitals that provide uncompensated care to Medicaid
beneficiaries and the uninsured.

The KanCare demonstration will assist the state in its goals to:

¢ Provide integration and coordination of care across the whole spectrum of health to include physical
health, behavioral health, and LTSS/HCBS;

e Improve the quality of care Kansas Medicaid beneficiaries receive through integrated care
coordination and financial incentives paid for performance (quality and outcomes);

¢ Control Medicaid costs by emphasizing health, wellness, prevention and early detection as well as
integration and coordination of care; and

KanCare Annual Report to CMS - Year Ending 12.31.18 2



e Establish long-lasting reforms that sustain the improvements in quality of health and wellness for
Kansas Medicaid beneficiaries and provide a model for other states for Medicaid payment and
delivery system reforms as well.

IL. STC 78(a) - Summary of Quarterly Report Items

Items from the 2018 quarterly reports which are not included in other areas of this annual report, have
not already been provided in cumulative annual form, and/or are subject to annualizing are summarized

here:

A. Operational Developments/Issues
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Systems and reporting issues, approval and contracting with new plans: No new plans
have been contracted with for the KanCare program. Through a variety of accessible
forums and input avenues, the State is kept advised of any systems or reporting issues on
an ongoing basis and worked either internally, with our MMIS Fiscal Agent, with the
operating state agency and/or with the MCOs and other contractors to address and
resolve the issues. Examples of this include ongoing external work groups with consumer
focus and provider focus; technical work groups with key provider associations to resolve
outstanding issues; and provider surveys or focused projects to assess and address
systemic issues. Annual reviews of the MCOs are discussed elsewhere in this report. Each
quarter, the State reports then-current consumer issues, their resolution, and actions
taken to prevent further occurrences. Summaries of those issues are included in the
state’s quarterly STC reports submitted to CMS and posted at www.kancare.ks.gov.

Benefits: All pre-KanCare benefits continue, and the program includes value-added
benefits from each of the three KanCare MCOs at no cost to the State. A summary of
value-added services utilization, per each of the KanCare MCOs, by top three value-added
services and total for January-December 2018, follows:

MCO Value Added Service Jan.- Dec. 2018 Units YTD Value YTD
Member Incentive Program 3,596 | $1,630,736
L Adult Dental Care 3,811 $498,846
9"OUP " Mail Order oTC 8,079 | $149,896
Total of All Amerigroup VAS 16,785 | $2,425,719
CentAccount debit card 79,523 $861,477
Dental visits for adults 5,863 $344,063

Sunflower ; T -
Comprehensive Medication Review 9,862 $250,215
Total of all Sunflower VAS 129,647 | $1,950,149
Additional Vision Services 11,564 $295,432
. Home Helper Catalog Supplies 6,007 $140,234

United

Baby Blocks Program and Rewards 1,077 $137,485
Total of all United VAS 42,747 $900,817

Enrolimentissues: For the calendar year 2018 there were 34 Native Americans who chose

to not enroll in KanCare.



http://www.kancare.ks.gov/

The table below represents the enrollment reason categories for calendar year 2018. All
KanCare eligible members were defaulted to a managed care plan.

Enrollment Reason Categories Total

Beneficiary placed on Punitive Lock-In 1

Newborn Assignment 11

KDHE - Administrative Change 253

WEB - Change Assighment 96

KanCare Default - Case Continuity 666

KanCare Default — Morbidity 845

KanCare Default - 90 Day Retro-reattach 673

KanCare Default - Previous Assignment 1,569

KanCare Default - Continuity of Plan 2,590

AOE - Choice 4,070

Choice - Enrollment in KanCare MCO via Medicaid Application 6,661

Change - Enroliment Form 1,341

Change - Choice 1,568

Change — Due to Quality of Care — Good Cause Reason 1

Change - Access to Care — Good Cause Reason 71

Change - Case Continuity — Good Cause Reason 2

Change — Due to Treatment not Available in Network — Good Cause

Assignment Adjustment Due to Eligibility 157

Total 20,575

iv. Grievances and appeals: The following grievance, appeal and state fair hearing data
reports activity for all of 2018.
MCOs’ Member Grievance Database
CY18 Annual report
MCO AMG SUN UHC Total
Non HCBS HCBS Non HCBS HCBS Non HCBS HCBS
Member Member Member Member | Member | Member
QOC (non HCBS, Non 41 12 62 30 126 33 304
Transportation)
QOC — Opioids/Pain 3 1 6 3 4 17
Management
Customer Service 14 10 39 31 31 21 146
Member Rights Dignity 7 6 8 5 3 2 31
Access to Service or 26 20 32 19 26 6 129
Care
Non-Covered Services 11 1 6 4 20 46
Pharmacy 9 2 12 29 57
QOC HCBS Provider 27 41 27 95
Value Added Benefits 4 9 12 7 7 3 42
Billing/Financial Issues 115 45 27 11 179 26 403
(non-Transportation)
Transportation — Billing 14 12 14 6 11 7 64
and Reimbursement
KanCare Annual Report to CMS - Year Ending 12.31.18 4




Transportation - No 27 25 31 23 21 23 150
Show
Transportation - Late 31 15 49 40 60 56 251
Transportation - Safety 22 8 27 16 25 22 120
No Driver Available 3 2 1 6 2 14
Transportation - Other 60 30 65 34 76 43 308
MCO Determined Not 1 2 3
Applicable
Other 7 6 8 6 4 31
TOTAL 394 231 400 279 626 281 2211
* Quality of Care — Opioids/Pain Management was added CY2018 Qtr. 3
MCOs’ Appeals Database
Members — CY18 annual report
Member Appeal Reasons Number | Withdrawn MCO MCO MCO
AMG - Red Resolved Reversed upheld Determined
SUN - Green Decision Decision not
UHC - Purple on Appeal | on Appeal Applicable
MEDICAL NECESSITY/LEVEL OF CARE — Criteria
Not Met
Criteria Not Met - Durable Medical Equipment 4 1 3
119 2 49 68
63 2 23 35 3
Criteria Not Met - Inpatient Admissions (Non- 15 8 3 4
Behavioral Health) 5 5
137 108 2 17 10
Criteria Not Met - Medical Procedure (NOS) 39 1 21 15 2
68 5 25 38
10 3 1 6
Criteria Not Met - Radiology 19 9 10
101 56 45
Criteria Not Met - Pharmacy 77 52 21 4
276 22 161 93
296 14 162 102 18
Criteria Not Met - PT/OT/ST 25 6 19
1 1
Criteria Not Met - Dental 8 8
9 4 5
13 2 11
Criteria Not Met or Level of Care - Home Health 10 1 9
6 2 2 2
Criteria Not Met - Out of network provider, 4 2 1 1
specialist or specific provider request 2 2
18 1 7 8 2
Criteria Not Met - Inpatient Behavioral Health 43 2 7 32 2
13 8 5
29 2 8 23 1
Criteria Not Met - Behavioral Health Outpatient 3 3
Services and Testing 11 2 9
32 9 20 3
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Level of Care - LTSS/HCBS 56 9 27 19 1
22 1 7 14
13 3 2 6 2
Level of Care — LTC NF 1 1
Level of Care - Mental Health 5 1 3 1
Level of Care - HCBS (change in attendant 39 4 8 25 2
hours) 2 1 1
Criteria Not Met - Other 1 1
25 1 15 9
1 1
NONCOVERED SERVICE
Service Not Covered - Dental 9 9
6 1 5
2 2
Service Not Covered - Pharmacy 6 1 5
6 5 1
Service Not Covered - OT/PT/Speech 2 1 1
Service Not Covered — Out of Network 1 1
Providers 1 1
Service Not Covered - Durable Medical 39 1 22 16
Equipment 1 1
Service Not Covered - Other 6 2 3 1
68 4 39 25
Lock In 3 3
2 2
11 6 5
Billing and Financial Issues
AUTHORIZATION DENIAL
Late submission by member/provider rep. 3 1 2
4 4
No authorization submitted 8 2 1
3 2 1
TOTAL
AMG - Red 331 28 130 155 18
SUN - Green 815 40 407 368
UHC - Purple 651 135 227 246 43
MCOs’ Appeals Database
Member Appeal Summary — CY18 Annual report
AMG - Red Number | Withdrawn | MCO Reversed MCO upheld MCO
SUN - Green Resolved Decision on Decision on Determined
UHC - Purple Appeal Appeal Not Applicable
Total Number of 331 28 130 155 18
Appeals Resolved 815 40 407 368
651 135 227 246 43
Percentage Per Category 8% 39% 48% 5%
5% 50% 45%
21% 35% 38% 6%
KanCare Annual Report to CMS - Year Ending 12.31.18 6




MCOs’ Appeals Database

Provider Appeal Summary — CY18 annual report

AMG - Red Number | Withdrawn | MCO Reversed MCO upheld MCO
SUN - Green Resolved Decision on Decision on Determined
UHC - Purple Appeal Appeal Not Applicable
Total Number of 331 28 130 155 18
Appeals Resolved 815 40 407 368
651 135 227 246 43
Percentage Per Category 8% 39% 48% 5%
5% 50% 45%
21% 35% 38% 6%
MCOs’ Reconsideration Database
Providers - CY18 Annual report (reconsiderations resolved)
PROVIDER Reconsideration Reasons Number | Withdrawn MCO MCO MCO
AMG - Red Resolved Reversed upheld Determined
SUN - Green Decision Decision Not
UHC - Purple on Appeal | on Appeal | Applicable
CLAIM DENIALS
Hospital Inpatient (Non-Behavioral Health) 2948 902 1469 577
3797 2123 1503 171
3077 1405 1672
Hospital Outpatient (Non-Behavioral Health) 2207 779 1033 395
4517 2287 1986 244
4404 2339 2065
Pharmacy 117 41 58 18
Dental 1 1
93 68 25
Vision 399 366 33
Ambulance (Include Air and Ground) 82 46 21 i35
89 70 19
411 261 150
Medical Professional (Physical Health not 14809 6271 6795 1743
Otherwise Specified) 4159 3432 716 11
30763 19495 11268
Nursing Facilities - Total 1219 526 497 199
328 303 25
HCBS 2873 1595 920 358
3202 2634 475 93
Hospice 537 208 244 85
518 489 27 2
828 413 415
Home Health 283 155 105 23
16 16
6 6
Behavioral Health Outpatient and Physician 4283 2643 1248 392
516 289 202 25
6679 4900 1779
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Behavioral Health Inpatient 119 34 66 19
8 5 3
164 65 99
Out of network provider, specialist or 114 14 91 9
specific provider 7466 4008 3458
Radiology 2331 884 1299 148
1039 691 291 57
3347 1980 1367
Laboratory 1702 598 966 138
2269 1216 964 89
5657 3307 2350
PT/OT/ST 289 158 101 30
259 256 3
80 32 48
Durable Medical Equipment 974 391 476 107
1347 1042 282 23
Other 87 63 19 5
13 11 2
392 179 213
Total Claim Payment Disputes 34861 15291 15318 4252
22683 15296 6663 724
63274 38384 24890
BILLING AND FINANCIAL ISSUES
Recoupment 1024 817 207
ADMINISTRATIVE DENIAL
Denials of Authorization (Unauthorized by 1510 941 569
Members)
TOTAL
AMG - Red 34861 15292 15318 4252
SUN - Green 22683 15296 6663 724
UHC - Purple 65808 40142 25666
MCOs’ Provider Reconsiderations Database
Provider Reconsiderations — Denied Claim Analysis — CY18 Annual report
AMG - Red Claim Denied- | Claim Denied- Claim Denied — Claim Paid - Total
SUN - Green MCOQ in Error | Provider Error Correctly Billed Correctly Billed
UHC - Purple and Correctly and Correctly
Denied/Paid Paid
Provider
Reconsiderations
MCO Reversed Decision 8334 3521 372 38 12265
on Reconsideration 13519 1775 2 15296
16376 10470 4976 6562 38384
MCO Upheld Decision on 3604 5810 309 2008 11731
Reconsideration 15 4451 2197 6663
5860 2881 9810 23511 42062
Total Claim Payment 11938 9331 681 2046 23996
Disputes 13519 1790 4453 2197 21959
22236 13351 14786 30073 80446
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MCOs’ Appeals Database

Providers - CY18 Annual report (appeals resolved)

PROVIDER Appeal Reasons Number | Withdrawn MCO MCO MCO
AMG - Red Resolved Reversed | upheld | Determined
SUN - Green Decision | Decision Not
UHC - Purple on on Applicable
Appeal Appeal
CLAIM DENIAL
Hospital Inpatient (Non-Behavioral Health) 381 72 260 49
400 5 173 214 8
956 2 182 492 280
Hospital Outpatient (Non-Behavioral Health) 236 43 171 22
707 13 362 307 25
486 88 223 175
Pharmacy 1 1
5 1 4
1 1
Dental 21 12 9
40 28 12
31 1 26 4
Vision 73 2 71
85 55 26 4
13 3 10
Ambulance (Include Air and Ground) 12 9 3
18 8 10
52 28 8 16
Medical Professional (Physical Health not 855 305 461 89
Otherwise Specified) 136 58 67 11
741 78 307 356
Nursing Facilities - Total 118 59 44 15
18 10 8
24 2 9 13
HCBS 234 104 98 32
2 2
Hospice 31 15 12 4
12 1 4 6 1
2 1 1
Home Health 12 8 4
18 2 6 10
137 25 54 58
Behavioral Health Outpatient and Physician 236 114 103 19
136 28 108
139 1 36 36 66
Behavioral Health Inpatient 16 1 15
67 15 48 4
Out of network provider, specialist or specific 91 1 17 71 2
provider
Radiology 90 23 52 15
187 3 81 98 5
4 2 1 1
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Laboratory 59 10 47 2
79 2 35 42
78 12 16 50
PT/OT/ST 17 7 6 4
19 15 3 1
12 3 5 4
Durable Medical Equipment 140 37 89 14
97 4 49 43 1
6 6
Other 3 1 2
40 1 17 21 1
18 9 7 2
Total Claim Payment Disputes 2535 823 1447 265
2157 32 962 1100 63
2700 4 496 1179 1021
BILLING AND FINANCIAL ISSUES
Recoupment 18 4 14
22 15 7
42 6 23 13
ADMINISTRATIVE DENIAL
Denials of Authorization (Unauthorized by 719 3 282 326 108
Members) 199 1 67 131
4 3 1
TOTAL
AMG - Red 3272 3 1109 1787 373
SUN - Green 2378 33 1044 1231 70
UHC - Purple 2746 7 503 1202 1034
MCOs’ Appeals Database
Provider Appeal Summary — CY18 Annual report
AMG - Red Number | Withdrawn | MCO Reversed MCO upheld MCO
SUN - Green Resolved Decision on Decision on Determined
UHC - Purple Appeal Appeal Not Applicable
Reconsideration
34861 15292 15318 4252
22683 15296 6663 724
65808 40142 25666
Resolved at Appeal Level 3272 3 1109 1787 373
2378 33 1044 1231 70
2746 7 503 1202 1034
TOTAL 38133 3 16401 17105 4625
25061 33 16340 7894 794
68554 7 40645 26868 1034
Percentage Per Category <1% 43% 45% 12%
<1% 65% 32% 3%
<1% 59% 39% 2%
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MCOs’ Appeals Database
Provider Appeal — Denied Claim Analysis — CY18 Annual report

AMG - Red Claim Denied- Claim Denied- Claim Denied — Claim Paid — Total

SUN - Green MCO in Error Provider Error Correctly Billed Correctly Billed

UHC - Purple and Correctly and Correctly

Denied/Paid Paid

Provider Appeals

MCO Reversed 491 247 72 12 822

Decision on Appeal 24 93 776 68 962
26 427 42 495

MCO Upheld Decision 324 726 97 291 1438

on Appeal 31 989 80 1100
331 537 868

Total Claim Denials 815 973 169 303 2260
24 124 1765 148 2061
357 427 579 1363
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State of Kansas Office of Administrative Fair Hearings
Members — CY18 annual report

AMG-Red
SUN-Green
UHC-Purple

Number
Resolved

Withdrew| OAH
Affirmed
MCO

Decision

OAH
Reversed
MCO
Decision

Dismiss
Moot
MCO

Reversed

Dismiss
Moot
Duplicate

Dismiss
Untimely

Dismiss
Not Ripe/
No MCO

Appeal

Dismiss
No
Adverse
Action

Dismiss
No Auth.

Dismiss
Appellant
Verbally
Withdrew

Dismiss
Failure
to State
aClaim

Default
Appellant
Failed to

Appear

Default
Respondent
Failed to
Appear

Default
Respondent
Failed to File

Agency

Summary

MEDICAL
NECESSITY/LE
VEL OF CARE —
Criteria Not
Met

Durable
Medical
Equipment

Inpatient
Admissions
(Non-
Behavioral
Health)

N = o1 W

- > w

[

Medical
Procedure
(NOS)

w N

Radiology

Pharmacy

PT/OT/ST

Dental

Home Health

RPIN|IN|[O©|00 00 N

FPINOTOT N NN

Out of
network
provider,
specialist or
specific
provider
request
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Inpatient 2 1 1
Behavioral
Health
Behavioral 1 1
Health 1 1
Outpatient
Services and
Testing
LTSS/HCBS 12 4 5
5 2 1 2
Level of Care —
Mental Health
2 2
Level of Care — 6 2 3
HCBS (change
in attendant
hours)
Criteria Not 1 1
Met -Other
NONCOVERED
SERVICE
Noncovered 1
Service - 1 1
Dental
Noncovered 2 1 1
Service - Other
LOCK IN 1
BILLING AND 3 1
FINANCIAL
ISSUES
TOTAL
AMG-Red 38 1 10 15 3 1
SUN-Green 43 3 4 11 24 1
UHC-Purple 18 2 1 8 4
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State of Kansas Office of Administrative Fair Hearings
Providers — CY18 annual report

AMG-Red Number |Withdrew| OAH OAH | Dismiss | Dismiss | Dismiss | Dismiss |Dismiss| Dismiss | Dismiss | Dismiss | Default Default Default
SUN-Green Resolved Affirmed|Reversed| Moot | Moot |Untimely|NotRipe/| No | No Auth. |Appellant| Failure |Appellant [Respondent Respondent
UHC-Purple MCO MCO MCO |Duplicate No MCO |Adverse Verbally | to State | Failed to | Failed to |Failed to File
Decision | Decision |Reversed Appeal | Action Withdrew| a Claim | Appear | Appear Agency
Summary

CLAIM DENIAL
Hospital 72 7 44 10 8 2 1
Inpatient 37 20 2 3 6 6
(Non- 51 36 10 3 1 1
Behavioral
Health)
Hospital 1 1
Outpatient 3 1 2
(Non- 2 1 1
Behavioral
Health)
Pharmacy 2 1 1

12 1 1 9 1
Dental 1 1
Ambulance 3 2 1
(Include Air 1 1
and Ground)
Medical 29 2 24 2 1
(Physical 9 2 1 6
Health not 1 1
Otherwise
Specified)
Nursing 8 5 2 1
Facilities — 2 1 1
Total
HCBS 14 3 9 1 1

2 1 1

2 1 1
Hospice 4 1 1 1 1
Home Health 1 1

5 1 1 3

1 1
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Behavioral 3 1 2
Health 11 3 8
Outpatient 14 5 7 1
and Physician
Behavioral 1 1
Health
Inpatient
Radiology 1 1
22 10 1 9
Laboratory 1 1
2 2
PT/OT/ST 2 2
Durable 17 1 13 1 1 1
Medical 3 1 1 1
Equipment 3 2 1
Other 1 1
4 3 1
1 1
BILLING AND
FINANCIAL
ISSUES
Recoupment 19 4 10 3
1 1
5 3
ADMINISTRAT
IVE DENIALS
Denials of 2 1
Authorization 8 4 1 3
(Unauthorized
by Members)
TOTAL
AMG-Red 174 19 110 12 21 6 1
SUN-Green 105 36 19 26 12 6
UHC-Purple 105 46 25 1 25 2 1
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MCOs’ Grievance Trends
Members — CY18 Annual

Amerigroup CY18 Annual Grievance Trends
Total # of Resolved Grievances 625
Top 5 Trends

Trend 1: Billing and Financial Issues (Non-Transportation) | 160 | 26%
Trend 2: Transportation - Other 90 | 14%
Trend 3: Quality of Care (non HCBS, non Transportation) | 53 | 8%
Trend 4: Transportation - No Show 52 | 8%
Trend 5: Access to Service or Care 46 | 7%

Amerigroup Member Grievances:

There were 249 transportation grievances in CY2018 which is an increase of 34 (16%) from 215
transportation grievances in CY2017.Transportation grievances account for 40% of Amerigroup’s
member grievances in CY2018.

There were 90 member grievances categorized as Transportation — Other which is a significant
increase of 75 from CY2017. This category was added to the report in CY2017 Quarter 4.
Amerigroup’s total member grievances is 625 which is a significant increase of 69 (12%) from
556 in CY2017.

Sunflower CY18 Annual Grievance Trends
Total # of Resolved Grievances 679
Top 5 Trends

Trend 1: Transportation - Other 99 | 15%
Trend 2: Quality of Care (non HCBS, non Transportation) | 92 | 14%
Trend 3: Transportation - Late 89 | 13%
Trend 4: Customer Service 70 | 10%
Trend 5: Transportation - No Show 54 | 8%

Sunflower Member Grievances:

There were 312 transportation grievances in CY2018 which is an increase of 2 from 310
transportation grievances in CY2017.Transportation grievances account for 46% of Sunflower’s
member grievances in CY2018.

There were 99 member grievances categorized as Transportation — Other which is a significant
increase of 81 from CY2017. This category was added to the report in CY2017 Quarter 4.
Sunflower’s total member grievances is 679 which is a significant increase of 58 (9%) from 556 in
CY2017.

United CY18 Annual Grievance Trends

Total # of Resolved Grievances 907
Top 5 Trends

Trend 1: Billing and Financial Issues (non Transportation) | 205 | 23%
Trend 2: Quality of Care (non HCBS, non Transportation) | 159 | 18%
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Trend 3: Transportation - Other 119 | 13%

Trend 4: Transportation - Late 116 | 13%
Trend 5: Customer Service 52 | 6%

United Member Grievances:

o There were 346 transportation grievances in CY2018 which is an increase of 42 (14%) from 304
transportation grievances in CY2017.Transportation grievances account for 38%% of United’s
member grievances in CY2018.

e There were 119 member grievances categorized as Transportation — Other which is a significant
increase of 104 from CY2017. This category was added to the report in CY2017 Quarter 4.

e InCY2018 United had 159 member grievances categorized as Quality of Care (non HCBS, non
Transportation) which accounts of 52% of all Quality of Care (non HCBS, non Transportation)
members grievances for CY2018.

e United’s total member grievances is 907 which is a significant increase of 151 (17%) from 756 in

CY2017.
MCO’s Reconsideration Trends
Provider — CY18 Annual
Amerigroup CY18 Annual Provider Reconsideration Trends
Total # of Resolved Reconsiderations 34861
Top 5 Trends
Trend 1: Medical Professional (Physical Health not Otherwise Specified) | 14809 | 42%
Trend 2: Behavioral Health Outpatient and Physician 4283 | 12%
Trend 3: Hospital Inpatient (Non-Behavioral Health) 2948 | 8%
Trend 4: HCBS 2873 | 8%
Trend 5: Radiology 2331 | %

Amerigroup Provider Reconsiderations
o There were 34,861 provider reconsiderations in CY2018 which is an increase of 24,594 from
10,267 provider reconsiderations in CY2017.

o Tracking of provider reconsiderations by categories started in CY2018 Quarter 1.

Sunflower CY18 Annual Provider Reconsideration Trends
Total # of Resolved Reconsiderations 22683
Top 5 Trends
Trend 1: Hospital Outpatient (Non-Behavioral Health) 4517 | 20%
Trend 2: Medical Professional (Physical Health not Otherwise Specified) | 4159 | 18%
Trend 3: Hospital Inpatient (Non-Behavioral Health) 3797 | 17%
Trend 4: HCBS 3202 | 14%
Trend 5: Laboratory 2269 | 10%

Sunflower Provider Reconsiderations
o There were 22,683 provider reconsiderations in CY2018 which is an increase of 18,331 from
4,352 provider reconsiderations in CY2017.

e Tracking of provider reconsiderations by categories started in CY2018 Quarter 1.
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United CY18 Annual Provider Reconsideration Trends
Total # of Resolved Reconsiderations 65808
Top 5 Trends

Trend 1: Medical Professional (Physical Health not Otherwise Specified) | 30763 | 47%
Trend 2: Out of Network Provider, Specialist or Specific Provider 7466 | 11%
Trend 3: Behavioral Health Outpatient and Physician 6679 | 10%
Trend 4: Laboratory 5657 | 9%
Trend 5: Hospital Outpatient (Non-Behavioral Health) 4404 | 7%

United Provider Reconsiderations
e There were 65,808 provider reconsiderations in CY2018 which is an increase of 30,095 from
35,713 provider reconsiderations in CY2017.
e Tracking of provider reconsiderations by categories started in CY2018 Quarter 1.

MCOs’ Appeals Trends
Member/Provider — CY18 Annual
Amerigroup CY18 Annual Member/Provider Appeal Trends
Total # of Resolved Member Appeals | 331 Total # of Resolved Provider Appeals 3272
Top 5 Trends Top 5 Trends
Trend 1: Criteria Not Met - Pharmacy 77 | 23% | Trend 1: Medical Professional (Physical 855 | 26%
Health not Otherwise Specified)
Trend 2: Level of Care - LTSS/HCBS 56 | 17% | Trend 2: Denials of Authorization 719 | 22%
(Unauthorized by Members)
Trend 3: Criteria Not Met - Inpatient 43 | 13% | Trend 3: Hospital Inpatient (Non- 381 | 12%
Behavioral Health Behavioral Health)
Trend 4: Criteria Not Met - Medical 39 | 12% | Trend 4: Hospital Outpatient (Non- 236 | 7%
Procedure (NOS) Behavioral Health)
Trend 5: Level of Care - HCBS )change in | 39 | 12% | Trend 5: Behavioral Health Outpatient 236 | 7%
attendant hours) and Physician

Amerigroup Member Appeals:
o There were 331 member appeals in CY2018 which is a significant increase of 95 (40%) from 236
member appeals in CY2017.
Amerigroup Provider Appeals:
o There were 381 provider appeals categorized as Hospital Inpatient (Non-Behavioral Health)
which is a significant increase of 222 from 159 in CY2017.
e There were 236 provider appeals categorized as Hospital Outpatient (Non-Behavioral Health)
which is a significant increase of 211 from 25 in CY2017.
o There were 234 provider appeals categorized as HCBS which is a significant increase of 231
from 3in CY2017.
o There were 3,272 provider appeals in CY2018 which is a significant decrease of 7,913 (70%)
from 11,185 provider appeals in CY2017.

Sunflower CY18 Annual Member/Provider Appeal Trends

Total # of Resolved Member Appeals | 815 Total # of Resolved Provider Appeals 2378
Top 5 Trends Top 5 Trends
Trend 1: Criteria Not Met - Pharmacy | 276 | 34% | Trend 1: Hospital Outpatient (Non- 707 | 30%
Behavioral Health)
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Trend 2: Criteria Not Met - Durable 119 | 15% | Trend 2: Hospital Inpatient (Non- 400 | 17%
Medical Equipment Behavioral Health)
Trend 3: Criteria Not Met - Radiology 101 | 12% | Trend 3: Denials of Authorization 199 | 8%
(Unauthorized by Members)
Trend 4: Other - Noncovered Services 68 | 8% | Trend 4: Radiology 187 | 8%
Trend 5: Criteria Not Met - Medical 68 | 8% | Trend 5: Medical Professional (Physical 136 | 6%
Procedure (NOS) Health not Otherwise Specified) /
Behavioral Health Outpatient and
Physician

Sunflower Member Appeals:
o There were 815 member appeals in CY2018 which is a significant increase of 77 (10%) from 738
member appeals in CY2017.
Sunflower Provider Appeals:
o There were 400 provider appeals categorized as Hospital Inpatient (Non-Behavioral Health)
which is a significant increase of 263 from 137 in CY2017.
o There were 707 provider appeals categorized as Hospital Outpatient (Non-Behavioral Health)
which is a significant increase of 686 from 21 in CY2017.
e There were 136 provider appeals categorized as Behavioral Health Outpatient and Physician
which is a significant increase of 125 from 11 in CY2017.
e There were 187 provider appeals categorized as Radiology which is a significant increase of 164
from 23 in CY2017.
o There were 2,378 provider appeals in CY2018 which is a significant increase of 1,112 (88%)
from 1,266 provider appeals in CY2017.

United CY18 Annual Member/Provider Appeal Trends

Total # of Resolved Member Appeals | 651 Total # of Resolved Provider Appeals 2746
Top 5 Trends Top 5 Trends
Trend 1: Criteria Not Met - Pharmacy 296 | 45% | Trend 1: Hospital Inpatient (Non- 956 | 35%

Behavioral Health)
Trend 2: Criteria Not Met - Inpatient 137 | 21% | Trend 2: Medical Professional (Physical 741 | 27%

Admissions (Non-Behavioral Health) Health not Otherwise Specified)

Trend 3: Criteria Not Met - Durable 63 | 10% | Trend 3: Hospital Outpatient (Non- 486 | 18%
Medical Equipment Behavioral Health)

Trend 4: Criteria Not Met - Behavioral 32 5% | Trend 4: Behavioral Health Outpatient 139 [ 5%
Health Outpatient Services and Testing and Physician

Trend 5: Criteria Not Met - Inpatient 29 4% | Trend 5: Home Health 137 | 5%

Behavioral Health

United Member Appeals:
e There were 296 member appeals categorized as Criteria Not Met - Pharmacy which is a
significant increase of 107 from 189 in CY2017.

o There were 651 member appeals in CY2018 which is a significant increase of 151 (23%) from 500
member appeals in CY2017.

United Provider Appeals:
o There were 956 provider appeals categorized as Hospital Inpatient (Non-Behavioral Health)
which is a significant increase of 715 from 241 in CY2017.
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There were 137 provider appeals categorized as Home Health which is a significant increase of

122 from 15 in CY2017.

There were 2,746 provider appeals in CY2018 which is a significant increase of 554 (25%) from

2,192 provider appeals in CY2017.

MCOs’ State Fair Hearing Reversed Decisions

Member/Provider — CY18 Annual

o Amerigroup received 3 Default orders in CY2018
e United Healthcare received 3 Default orders in CY2018

Amerigroup CY18 Annual

Total # of Member SFH

38

Total # of Provider SFH 174

OAH reversed MCO decision

0

0%

OAH reversed MCO decision | 1

1%

Sunflower CY18 Annual

Total # of Member SFH 43 Total # of Provider SFH 105

OAH reversed MCO decision | 0 | 0% | OAH reversed MCO decision | 0 | 0%
United CY18 Annual

Total # of Member SFH 18 Total # of Provider SFH 105

OAH reversed MCO decision | 0 | 0% | OAH reversed MCO decision | 1 | 1%

B. Customer service reporting, including total calls, average speed of answer and call abandonment
rates, for MCO-based and fiscal agent call centers January- December 2018:

KanCare Customer Service Report — Member

MCO/Fiscal Agent Average Speed of Answer Call Abandonment Rate Total Calls
(Seconds)
Amerigroup 0:34 3.87% 171,793
Sunflower 0:17 1.49% 169,040
United 0:16 0.77% 178,262
DXC — Fiscal Agent 0.05 0.47% 31,572
KanCare Customer Service Report - Provider
MCO/Fiscal Agent Average Speed of Answer Call Abandonment Rate Total Calls
(Seconds)
Amerigroup 0:24 1.29% 110,413
Sunflower 0:22 1.72% 91,339
United 0:10 0.62% 89,788
DXC - Fiscal Agent 0.08 0.45% 36,769
C. Summary of critical incident reporting:
Critical Incidents 15t Qtr 2" Qtr 31 Qtr 4t Otr 2018
January-December 2018 AIR Totals AIR Totals AIR Totals AIR Totals TOTALS
Reviewed 2096 1905 1703 1819 7523
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Pending Resolution 0 0 115 157 272
Total Received 2096 1905 1818 1976 7795
APS Substantiations* | 104 | 121 | 112 | 126 463

*The APS Substantiations exclude possible name matches when no date of birth is identified. One adult may be a
victim/alleged victim of multiple types of allegations. The information provided is for adults on HCBS programs who were
involved in reports assigned for investigation and had substantiations during the quarter noted. An investigation may
include more than one allegation.

Along with ensuring necessary follow-up and resolution of all reported adverse incidents,
additional requirements have been implemented to confirm review and resolutions regarding
instances of seclusion, restraint, restrictive intervention, and death followed appropriate policies
and procedures. The Kansas Department for Aging and Disability Services (KDADS) implemented
enhancements to the AIR system on 9/17/18. These enhancements allow KDADS, KDHE, and
MCOs to manage specific critical incidents in accordance with KDADS’ AIR Policy.

Upon implementation of enhancements, all the Managed Care Organizations (MCOs) have access
to the system. MCOs and KDADS staff may now both read and write information directly into the
AIR system. Creating an Adverse Incident Report is forward facing, so anyone from a concerned
citizen to an MCO Care Coordinator can report into the AIR system by visiting the KDADS website
at www.kdads.ks.gov and selecting Adverse Incident Reporting (AIR) under the quick links. All
reports are input into the system electronically. While a system with DCF is being developed to
automatically enter determinations into AIR, KDADS requires duplicate reporting for instances of
Abuse, Neglect and Exploitation to both DCF and the AIR system. Determinations received from
the Kansas Department for Children and Families (DCF) are received by KDADS staff who review
the AIR system and attach to an existing report, or manually enter reports that are not already in
the AIR system. After reports are received and reviewed and waiver information is verified by
KDADS staff in MMIS, MCOs receive notification of assigned reports. MCOs can provide follow-up
information within the AIR system and address corrective action plans issued by KDADS as
appropriate. To protect member protected health information, MCO access is limited to only their
enrolled members. Please note that Kansas is in the process of establishing a memorandum of
understanding (MOU) between KDADS and DCF to improve communication, data sharing and
leverage resources between the agencies.

As part of the implementation process, KDADS provided MCOs with training on the new AIR
system on 9/12/18. As part of implementation of the new KanCare contract, Aetna received a
training on 12/19/18 and KDHE presented a summary of the AIR system updates to interested
parties on 12/12/18. KDADS will continue to offer further training sessions and refresher sessions
as updates occur.

KDADS is planning regular meetings with MCOs to analyze trends and drill down on any specific
cases, as appropriate.

Safety Net Care Pool: The Safety Net Care Pool (SNCP) is divided into two pools: The Health Care
Access Improvement Program (HCAIP) Pool and the Large Public Teaching Hospital/Border City
Children’s Hospital (LPTH/BCCH) Pool. The attached Safety Net Care Pool Reports identify pool
payments to participating hospitals, including funding sources, applicable to 2018/DY6.
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Disproportionate Share Hospital payments continue, as does support for graduate medical
education.

Delivery System Reform Incentive Payment (DSRIP) Pool: Currently there are two hospitals
participating in the DSRIP activities. They are Children’s Mercy Hospital (CMH) and Kansas
University Medical Center (KU). CMH has chosen to do the following projects: Complex Care for
Children, and Patient Centered Medical Homes. KU will be completing STOP Sepsis, and Self-
Management and Care Resiliency for their projects. Kansas Foundation for Medical Care (KFMC)
is working with the State on improving healthcare quality in KanCare. The hospitals continue
identifying community partners, creating training for community partners, and working toward
reaching the project milestones for DY6. The CMS approved DSRIP annual and semi-annual
payments were made on June 28, 2019 and December 20, 2018 respectively. A summary of
2018/DY6 DSRIP payments is attached.

E. Access: As noted in previous reports, members who are not in their open enrollment period are
unable to change plans without a good cause reason pursuant to 42 CFR 438.56 or the KanCare
STCs. GCRs (member “Good Cause Requests” for change in MCO assignment) after the choice
period are denied as not reflective of good cause if the request is based solely on the member’s
preference, when other participating providers with that MCO are available within access
standards. In these cases, the MCOs are tasked with offering to assist the member in scheduling
an appointment with one of their participating providers.

In 2018, the GCRs swung sharply upward in number during May (46) and June (71), gradually
reducing after June. July had an unusually large number of approved requests (44) due to a single
provider dropping out of a MCQO's network. This large provider specializes in traumatic brain injury
waiver treatment. The Secretary of the Kansas Department of Health and Environment and the
State Medicaid Director opted to approve any good cause request filed for these vulnerable
members who expressed a desire for continuity of care with this particular provider. The
remaining requests were due largely to members mistakenly believing that they can file good
cause requests because they prefer a provider outside of their assigned MCO’s network. GCRs
filed after the choice period are denied as not reflective of good cause if the request is based
solely on the member’s preference, when other participating providers are available within access
standards. In these cases, the MCOs are tasked with offering to assist the member in scheduling
an appointment with one of their participating providers. In the hopes of reducing the GCR
volume, KDHE and the MCOs issued educational materials or information late in 2016, including
what could be added to member enroliment packets, to further explain what would be considered
“good cause.” In 2017, the volume of GCRs remained static, so perhaps the education effort needs
further time to help reduce the number of GCR requests.

If a GCR is denied by KDHE, the member is given appeal/fair hearing rights. During 2018, there
were four state fair hearings filed for a denied GCR. Two cases were affirmed, one was withdrawn,
and one had a default judgment against the appellant. A summary of GCR actions for 2018 is as
follows:

Status 2018 Totals

Total GCRs filed 249
Approved 78
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Denied 118
Withdrawn (resolved, no need to change) 29
Dismissed (due to inability to contact the member) 24
Pending 0

F. HCBS Waiver Updates:
i. CMS approved the Severe Emotional Disturbance (SED) waiver renewal on November 5,
2018.
ii. CMS approved the Technology Assisted Waiver renewal on August 1, 2018.

III. STC 78(b) - Total Annual Expenditures

Total annual expenditures for the demonstration population for Demonstration Year 6 (2018), with
administrative costs reported separately, are set out in the attached document entitled “KanCare
Expenditure & Budget Neutrality — Demonstration Year 6 — 2018.”

IV. STC 78(c) - Yearly Enrollment Reports

Yearly enrollment reports for demonstration enrollees for Demonstration Year 6 (2018), including all
individuals enrolled in the demonstration, that include the member months, as required to evaluate
compliance with the budget neutrality agreement, and the total number of unique enrollees within
Demonstration Year 6, are set out in the attached document entitled “KanCare Expenditure & Budget
Neutrality — Demonstration Year 6 — 2018.”

V. STC 78(d) - Quality Strategy

The State Quality Strategy — as part of the comprehensive quality improvement strategy for the KanCare
program — as well as the Quality Assurance and Performance Improvement (QAPI) plans of the KanCare
MCOs, are dynamic and responsive tools to support strong, high quality performance of the program. As
such, they will be regularly reviewed and operational details will be continually evaluated, adjusted and
put into use. This approach is guided by information collected from KanCare managed care organization
(MCO) and state reporting, quality monitoring, onsite reviews and other KanCare contract monitoring
results; external quality review findings and reports; feedback from State and Federal agencies, the
KanCare MCOs, Medicaid providers, Medicaid members, and public health advocates. This combined
information assists KDHE, KDADS and the MCOs to identify and recommend quality initiatives to monitor
and improve services provided to the Kansas Medicaid population. The QIS is consistent with the
managed care contract and approved terms and conditions of the KanCare 1115(a) Medicaid
demonstration.

The State values a collaborative approach that will allow all KanCare MCOs, providers, policy makers and
monitors to maximize the strength of the KanCare program and services. Kansas recognizes that some of
the performance measures for this program represent performance that is above the norm in existing
programs, or first-of-their-kind measures designed to drive to stronger ultimate outcomes for members
and will require additional effort by the KanCare MCOs and network providers. Therefore, Kansas
continues to work collaboratively with the MCOs and provide ongoing policy guidance and program
direction in a good faith effort to ensure that all of the measures are clearly understood; that all measures
are consistently and clearly defined for operationalizing; that the necessary data to evaluate the measures
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are identified and accessible; and that every concern or consideration from the MCOs is heard. When
that process is complete (and as it recurs over time), as determined by the State, final details are
communicated and binding upon each MCO.

To support the quality strategy, KDHE staff conduct regular meetings with MCO staff, relevant cross-
agency program management staff, and EQRO staff to work on KanCare operational details and ensure
that quality activities are occurring consistent with Section 1115(a) standard terms and conditions, the
KanCare quality management strategy and KanCare contact requirements. Included in this work have
been reviews, revisions and updates to the quality strategy, including operational specifications of the
performance measures (and pay for performance measures); reporting specifications and templates; LTSS
oversight and plan of care review and approval protocols; and KanCare Key Management Activity
reporting and follow up. All products are distributed to relevant cross-agency program and financial
management staff and are incorporated into the updated quality strategy and other documents. Kansas
develops quarterly updates for CMS about the various activities related to HEDIS measurements; CAHPS
surveys; Mental Health surveys; Pay for Performance measures; and about specific activities related to
MLTSS services, quality measures, and related HCBS waiver amendment application development and
submission. Performance measures continue to evolve and change based upon analysis of HEDIS data
and claim encounter data. KDHE and KDADS have an established senior leadership committee jointly
responsible for comprehensive oversight and monitoring. Additionally, the KanCare Steering Committee
includes the senior leadership, as well as program and quality managers from both agencies, to initiate
and review policies or program changes.

KDHE and KDADS submitted a revised KanCare Quality Management Strategy (QMS) in July 2018 to bring
it into compliance with the Medicaid Managed Care Final Rule. Also, KDHE rebid the External Quality
Review Organization (EQRO) contract in the Fall of 2018 and recently awarded the contract to the
incumbent. The framework of the QMS has been redesigned to look at the KanCare program and the
population it serves in a holistic fashion to address all physical, behavioral, functional and social
determinants of health and independence needs of the enrolled population. The QMS serves as the
launch pad from which the State will continue to build and implement continuous QI principals in key
areas of the KanCare program. The State will continue to scale the requirements of the QMS to address
and support ongoing system transformation. The revised EQRO contract includes activities specific to
accomplishment of the strategies and goals of the QMS, and progress will be monitored and managed
during quarterly standing EQRO and State business meetings and as warranted. Regular and consistent
cross-agency review of the QMS will highlight progress toward State goals and measures and related
contractor progress. The outcome findings will demonstrate areas of compliance and non-compliance
with Federal standards and State contract requirements. This systematic review will advance trending
year over year for the State to engage contractors in continuous monitoring and improvement activities
that ultimately impact the quality of services and reinforce positive change.

As part of its Stakeholder engagement strategy, KDADS has engaged contractors in training on
remediation for performance measures in the waivers in August 2018. KDADS has resurrected its
Traumatic Brain Injury (TBI) Advisory Board, inviting stakeholders to participate in and advise KDADS in
matters surrounding Kansans with TBI. KDADS values stakeholder input as we move forward Kansans with
disabilities.

VI. STC 78(e) - MFP Benchmarks

Kansas’s Money Follows the Person (MFP), five-year demonstration grant, serve four HCBS populations:
the Frail Elderly (FE), the Physically Disabled (PD), the Traumatic Brain Injured (TBI), and the
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Intellectually/Developmentally Disabled (I/DD). Kansas stopped taking new admissions to the MFP
program 07/01/2017 in preparation of closing out the grant. During calendar year 2017, 137 individuals
were transitioned from institutions to their home and community.

VII. STC 78(f) - HCBS Waiver Waiting Lists

Pursuant to STC 47, the state must report on the status of individuals receiving HCBS Services, including
progress regarding waiting lists.

A.  Total Number of people on each of the 1915(c) waiting lists:

i. Intellectual/Developmental Disabilities waiver program: 3,911 as of December 31, 2018
ii. Physical Disabilities waiver program: 1,527 as of December 31, 2018

B.  Number of people that have moved off the waiting list and the reason:

i. Intellectual/Developmental Disabilities waiver program, as of December 31, 2018:

Reason moved off waiting list Number of people
Placed on Services (Includes HCBS, MFP, and PACE) 323
Deceased 8
Other 316

ii. Physical Disabilities waiver program, as of December 31, 2018:
Reason moved off waiting list

Number of people

Placed on Services (Includes HCBS, MFP, and PACE) 691
Deceased 125
Other 625

C.  Number of people that are new to the waiting list: 649 for I/DD waiver; 1,281 for PD waiver
(Data source: Kansas Aging Management Information System (KAMIS) and Medicaid Management Information
System (MMIS) Eligibility data)

VIII. STC 78(g) - Institutional Days and NF, ICF/IDD Admissions

A.  Total number of people in nursing facilities, and public ICF/IDDs:

Program CY 2012 CY 2013 CY 2014 CY 2015 CY2016 CY2017 CY2018
Nursing 14,913 14,517 14,565 14,163 12,549 12,897 13,310
Facilities
Public 350 344 337 328 322 326 316
ICF/IDDs

Included are those admitted from MCOs HCBS delivery system into each institutional setting and those
who are not KanCare HCBS recipients admitted from the community into each institutional type specified
in STC 47. (See also information at Section VII[A] above, regarding numbers served over years.)
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IX.

Seven Month Lag Nursing Facilities Private
07/01/2017-06/30/2018 ICF/IDDs
Days 4,066,456 51,664
Admissions 5,119 43

STC 78(h) - Ombudsman Program

A summary of the KanCare Ombudsman program activities for demonstration year 2018 is attached.

X.

STC 78(i) - 1/DD Pilot Project

The I/DD Pilot Project concluded effective February 1, 2014, when HCBS I/DD services became a part of
the KanCare program.

XI.

B.

STC 78(j) - Managed Care Delivery System

A. Project Status, Accomplishments and Administrative Challenges: The initial focus of KanCare

implementation was to ensure a successful transition for all populations, with a particular
emphasis on populations new to managed care, including the introduction of elderly and people
with disabilities to managed care, and the addition of people with developmental disabilities as
of February 1, 2014.

Additional accomplishments in 2018 included the following (about which information has been
provided in the quarterly STC reports to CMS):
i. Regular reporting of key operational data, including to joint legislative committee
providing oversight to KanCare and HCBS programs
ii. Joint critical issues logs which are posted on the Kansas Medical Assistance Programs
(KMAP) website for providers to view
iii. Regular meetings involving KDHE, KDADS and all three MCOs
iv. Educational and listening tours related to HCBS waiver activities and 1115
Demonstration renewal
v. KanCare Advisory Council and external workgroup meetings
vi. Creation of a CMS approved Quality Management Strategy, which is posted on the
KanCare website

Utilization Data: One component of the state’s analysis of our Medicaid program is a comparison of
current service utilization with the Pre-KanCare baseline year (CY 2012). This comparison provides
information on shifts and trends in general and specific service areas, including services for both
physical and behavioral health care needs, nursing facility and HCBS services, as well as inpatient and
outpatient service settings. Refinement of our processes for compiling utilization data has allowed the
state to compare utilization for across a spectrum of 17 service types thus allowing us to monitor
specific service areas as well as general service types across the entire array of Managed Care services.
This process requires an appropriate length of time to pass prior to capturing utilization data for
analysis, therefore an analysis of calendar year 2018 data has not been finalized in time for this report.

The table provided below contains the KanCare Utilization Report for our fifth demonstration year
(CY2017). A comparison between pre-KanCare rates (CY 2012) and CY2017 data demonstrates the
continuation of a positive trend in reducing the utilization and expense attributed to inpatient facility
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services during the fifth year of KanCare, thereby supporting the continued success of our KanCare
program’s primary goal of controlling Medicaid costs by emphasizing health, wellness, prevention and
early detection.

During the first five years of our demonstration program, KanCare has also maintained an upward
trend in utilization of community based, local, outpatient office visits and ancillary services by our
Members. By providing the MCOs with financial incentives based on outcomes that are tied to
meaningful and reliable performance measures, the state is improving health care quality for our
Members and reducing the overall cost of Medicaid in Kansas.

KanCare Utilization
CY 2012 CY 2017 Comparison CY 2017 vs CY 2012

Type of Service Measure Utilization Utilization Utilization %

Reported Per/1000 Per/1000 Per/1000 Difference
Behavioral Health Claims 4,829 4,577 -253 -5%
Dental Claims 878 909 31 4%
DME Claims 460 427 -34 -7%
HCBS Units 4,187 4,229 42 1%
Independent Laboratory Claims 807 648 -159 -20%
Inpatient Days 818 665 -152 -19%
Long Term Care Days 374 385 12 3%
Medical — Specialty Claims 1,836 1,414 -421 -23%
Medical — General Practice Claims 3,615 3,724 109 3%
Outpatient ER Claims 763 718 -45 -6%
Outpatient ER Ancillary Claims 1,498 1,591 93 6%
Outpatient Non-ER Claims 1,072 986 -86 -8%
Pharmacy Prescriptions 10,096 10,397 300 3%
Targeted Case Mngmt Claims 793 378 -415 -52%
Transportation NEMT Claims 515 831 316 61%
Vision Claims 382 478 96 25%
FQHC/RHC Claims 751 924 174 23%
Utilization per 1000 formula is (Units Reported/Member Months) x 12,000 - illustrates services used per 1000
beneficiaries over a 12-month period.
CY 2017 data extracted from DSS includes claims with a date of service between 1/1/2017 and 12/31/2017;
paid date greater than or equal to 1/1/2017.
CY 2012 data extracted from DSS includes claims with a date of service between 1/1/2012 and 12/31/2012;
paid date greater than or equal to 1/1/2012.
The purpose of this report is to compare the 2017 KanCare data to the 2012 Pre-KanCare data to evaluate
MCO expenditures and corresponding utilization of services.

C. CAHPS Survey: The Consumer Assessment of Health Care Providers and Systems (CAHPS) surveys are
conducted annually by the KanCare Managed Care organizations and validated by the state’s External
Quality Review organization (EQRO) the Kansas Foundation for Medical Care (KFMC). This is the third
year the surveys were reviewed by KFMC since the launch of KanCare in January of 2013

CAHPS is a survey tool developed to assess consumer satisfaction and member experiences with their
health plan. It is a nationally standardized survey tool sponsored by the Agency for Health Care
Research and Quality (AHRQ), and co-developed with National Committee for Quality Assurance
(NCQA). The survey measures how well health plans are meeting their member’s expectations and
I — ——————
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goals; to determine which areas of service have the greatest effect on member’s overall satisfaction;
and to identify areas of opportunity for improvement which could aid plans in increasing the quality
of care provided to members.

Detailed specifications are provided by NCQA to be used by health plans in conducting the survey. In
order for a health plan’s CAHPS survey to be a dependable source of information, it must be
administered according to the published CAHPS technical specifications. When administered
properly, CAHPS surveys provide information regarding the access, timeliness and/or quality of health
care services provided to health care consumers.

The following members were identified for participation in the survey:

e Currently enrolled when the survey was conducted

e Enrolled in the health plan for at least the last six months

e Child population that was 17 years of age or younger as of 12/2017 from both the TXIX and
Title XXI plans

e Adult population that was 18 years or older as of 12/2017

e The sample did not include more than one person per household

Rating of Health Plan: The table below shows the survey responses across all population members
who rated their plan with an 8, 9 or 10 on a 0-10 scale (0 being the worst plan and 10 being the best
plan).

Table ES-1. Summary Ranges of Scores, Percentages, and Quality Compass Percentiles

MCO % or Score | Quality Compass Percentile Range

Adults GC e Adults GC Cee
Rating of Health Plan 75%—-81% 88%-91% 84%-90% | 33th—9oth 50th— 95t 33rd— 100t
Rating of All Health Care 74%—-76% 85%—-91%  84%-95%| 33t-67th 25th_ gQth 10t- 100t
Rating of Personal Doctor 83%—84%  89%-92% 87%—-94% | 50th-— 90t 33th—gQth 10t- 100t
Rating of Specialist Seen Most Often| 81%—84% 88%-96% 81%-93%| 33t 75t 66t— 100t" o"_go™"
Getting Care Quickly 84-87 91-95 92-96 50th— 9oth 50th— 95t 33th— gQth
Getting Needed Care 83-87 89-90 89-93 50th— 9oth 75th— 95th 50th— 100t
Coordination of Care 82-86 79-86 81-88 25th_ 75th oth_ 75t 25th_ 75th
Health Promotion and Education 71-72 | 68-75 | 69-78 25th_ 50th oth_ 75t oth_zqth
How Well Doctors Communicate 92-94 94-96 95-96 33th—gQth 50th— 9Qth 50th— 9Qth
Shared Decision Making 82-83 77-85 85-90 66— 9oth 33rd-100th 33th— gQth
Customer Service 87-89 86-91 84-90 33rd— g7th 10t— 9Qth NA - 67t
CCC Composites CCC CEE
Access to Prescription Medicines 93-96 50— 100t Percentiles strictly greater than 90 t
Access to Specialized Services 77-85 25t NA are hightlighted in green; percentiles
Coordination of Care for Children with Chronic Conditions 63-77 | 10th— 75t less than 10 ™ are highlighted in
Family-Centered Care: Getting Needed Information 92-93 | 33th— 75th purple. Quality Compass assigns "NA"
Family-Centered Care: Personal Doctor Who Knows Child 87-92 | gth_ggt if the denominator is less than 100.

The purpose of the CAHPS survey is to assess the member’s experience with the access, timeliness and
quality of the health care available to them through their health plan. Overall the three Kansas MCOs
received high marks. The full CAHPS survey results are attached to this report.
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D. Annual Summary of Network Adequacy: The MCOs continue to recruit and add providers to their

networks. The table below shows the provider growth rate from the 4th Quarter of 2017 to 4th
Quarter of 2018. The data in this table is based on the Provider Network Report submitted by each
MCO quarterly. The counts represent the unique number of NPIs—or, where NPI is not available—

provider name and service locations. This results in counts for the following:

¢ Providers with a service location in a Kansas county are counted once for each county.

e Providers with a service location in a border area are counted once for each state in which they
have a service location that is within 50 miles of the KS border.

e Qut of state providers (>50 miles from KS border) are counted once.

e Providers for services provided in the home are counted once for each county in which they are
contracted to provide services. *This measure was implemented Q3-2018.

KanCare # of Unique #of Unique | #ofUnique | # ofUnique # of Unique % of
MCO Provider/ Provider/ Provider/ Provider/ Provider/ change
Locationsas | Locationsas | Locationsas | Locations as Locations as Q42017-
of 12/31/17 of 3/31/18 of 6/30/18 of 9/30/18* | of 12/31/18* Q42018
Amerigroup 27,107 29,066 26,544 33,230 N/A +23%2
Sunflower 31,168 27,441 27,433 30,886 31,998 +3%
UHC 31,247 31,259 30,819 38,196 39,799 +27%

8 4-2017 compared with Q3-2018

The Provider Network reporting from the MCOs was a particular area of emphasis during 2018. KDHE
re-designed the Provider Network template, held training with MCOs, and provided quarterly
feedback on accuracy and data quality each quarter. We received the first submission of the new
Provider Network template on 1/30/19 and completed the data quality analysis of these reports on
2/19/19. We have seen an improvement in the validity of the results. For example, a reduction in the
incidence of duplicates and other erroneously included records by 97.3% from Q1-2018 to Q4-
2018. Another result is our ability to now compare the Provider Network data with the MCO provider
directories using JSON files to compare the two data sets.

Over the last year, the State has also re-designed our GeoAccess standards and reporting. On March
1, 2019, we held a training/presentation for State staff on these new reporting requirements. Our
plan is to now train the MCOs and formally publish and implement the documents. The new
GeoAccess reporting measures and templates have been designed to continuously evaluate the
adequacy of our provider network, identify gaps and assess the appropriateness of the
standards. One of the monthly required reports allows the MCOs to describe the strengths of their
network as well as the unique initiatives being implemented to engage and retain providers. In
addition, an exception process has also been developed which will document when exceptions to the
standards have been granted. We have preliminary plans to implement an internal method to
validate mapping with a software product.

The new Managed Care rules have removed enrollment responsibility from MCOs, the State of Kansas
added complete provider enrollment duties into the contract with their Fiscal Agent to build a new
MMIS system. In that new system, we are building a provider enrollment portal which all Kansas
Medicaid providers must use to enroll. The Fiscal Agent will assign specialties and provider types per
the enrollment and taxonomy information provided by the provider. Phase one of this system was
operational in 2017. This new system will be a solution to one long-standing problem with network
adequacy analysis — inaccurate provider data from the MCO reports. With the new system, this will
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provide standardized provider types, specialties and address information, thus eliminating some of
the current errors with the network adequacy reports.

Regarding MCO compliance with provider 24/7 availability, here are the processes, protocols and
results from each of the MCOs:

Amerigroup

Amerigroup’s contractual agreements with all its PCPs and other Professional providers mandate that,
in accordance with regulatory requirements, the provider must ensure that members have access to
24 hour-per-day, 7 day-per-week urgent and emergency services. Amerigroup’s provider manual,
incorporated by reference into provider contracts, also requires that PCPs arrange for coverage of
services to assigned members 24 hours a day, 7 days a week in person or by an on-call physician.

To properly monitor that this access is available from both an appointment availability and after-hours
access perspective, Amerigroup Kansas, Inc. engages a vendor to conduct an annual survey of both
primary care providers and specialists to ascertain their availability to members. The survey provides
the foundation for adjusting provider oversight activities to more fully achieve the best access
available for members.

Amerigroup measures compliance of two distinct components in overall member access: (1)
appointment availability and (2) after-hours access.

Appointment Availability scored as follows:

e Overall compliance is higher than last year, and across all appointment compliance.

e PCP compliance scored as follows: 96% for routine care in 2018 compared to 94% in 2017; 95%
for urgent care in 2018 compared to 95% in 2017; and 98% for emergent care in 2018 compared
to 97% in 2017.

e Specialist compliance is slightly higher than 2017 at 70%, despite lower appointment compliance
with urgent care at 82%, routine care 95%, and emergent care at 85%.

e Pediatrics compliance increased from 89% in 2017 to 96% in 2018 with significant improvement
in routine compliance from 91% to 99%.

e Behavioral Health compliance is higher than 2017 in all but one appointment type, resulting in a
three percentage point increase in fully compliant providers (57% to 60%). Individual
appointment type scoring ranged between 85%-89% compliance.

Historically, non-compliant providers received additional outreach and education to reiterate the
standards and evaluate all responses for appropriate action plans.

After-hours compliance showed a slight decrease from 91% to 89% compliance across the two survey
groups of PCPs and Pediatric providers. About nine in ten providers are compliant with after-hours
standards. The primary reasons for noncompliance are 1) a recorded message that does not offer a
live party, and 2) no answer after following prompts.

Sunflower
Office Surveys

Sunflower changed vendors to Morpace in 2018, to conduct the annual telephonic survey regarding
after-hours access to ensure access standards are being met. The table below details the specific
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criteria for assessing whether the sample of primary care offices provide acceptable access to after-

hours care to Sunflower members.

Sunflower Standards and Measurement Methods for PCP After-Hours Access

Access Standard Performance Goal Measurement Measurement
Method Frequency
Answering Service: Urgent Request
Offers to page doctor on call, he/she | Acceptable response (Pass) | Survey sample of all Annually
will call member back PCP offices
Offers to telephonically transfer Acceptable response Calls to PCP offices Annually
member’s call directly to doctor on (Pass)
call
Only offers to take a message so Unacceptable response Calls to PCP offices Annually
doctor can call member back next (Fail)
business day
Answer Service: Emergency
Directs member to contact 911 or to Mandatory Requirement: Calls to PCP offices Annually
go nearest ER Answering service must
provide emergency service
info over the phone (Pass)
If service does not offer
required info (Fail)
Refuses to respond to question Unacceptable response Calls to PCP offices Annually
(Fail)
Answering Machine
Provides instructions on how to page Acceptable response Calls to PCP offices Annually
doctor if situation is urgent (Pass)
Instructs member to go to ER or Acceptable response Calls to PCP offices Annually
urgent care if situation cannot wait (Pass)
until next business day
Only provides instructions to leave a Unacceptable response Calls to PCP offices Annually
message which will be returned the (Fail)
next business day
Does message provide instructions to | Mandatory Requirement: Calls to PCP offices Annually
contact 911 or go to nearest ER if Answering machine must
member feels situation is emergent? | provide emergency service
info in response to
emergency (Pass)
If the answering machine
does not offer the
requirement (Fail)
No Answer
Phone rings continuously no options Unacceptable response Calls to PCP offices Annually
to leave message or instructions on (Fail)
how to access emergent/urgent care
Receive a message that the number Unacceptable response Calls to PCP offices Annually
is no longer in service (Fail)
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For the after-hours access for member survey, 45% of PCP offices who were successfully
contacted were identified as having an acceptable method of providing after-hours access for
members. Of the 300 practitioners in the sample, 196 had a recording or auto attendant; 48
provided a live person; 22 had no answer and 34 were unable to be reached. Of the 196
recording or auto attendant surveys, 73% provided a passing response as outlined above. Of the
61 providers who with an automated message with an option to speak to an unspecified live
party, 90%( 55 providers) provided a live party, while 2% (1 provider) connected to a physician
and 8% (5 providers) received no answer at that point.

CAHPS After-hours Surveys

Sunflower added a custom question, “In the last 6 months, when you phoned after regular office
hours, how often did you get the help or advice you needed?”, to both the Adult and Child
CAHPS surveys to further evaluate accessibility of after-hours care from the member
perspective. Since this custom question was added in 2017, it provided 2017 data for
comparison with 2018. Sunflower set an internal goal of meeting or exceeding a Summary Rate
of 80% of members who responded always or usually to the question for both the Adult and
Child survey results. The results for the 2018 Adult CAHPS survey did not met Sunflower’s goal,
with a rate of 70.3% which was down from 85% in 2017. The goal was met for the 2017 Child
CAHPS survey, with a rate of 84.9% which noted improvement from 2017 with a rate of 81%.

United
Table 1: Description of Sample
PCP Specialist OB BH Total
2017 | 2018 | 2017 | 2018 | 2017 | 2018 | 2017 | 2018 | 2017 | 2018
Sample size 277 169 192 162 81 133 146 186 | 696 | 650
Percent (number) 874 | 893 | 745| 716 | 815| 8.5 | 726 | 387 | 80.0| 69.8
contacted % % % % % % % % % %
(242) | (151) | (143) | (116) | (66) | (115) | (106) | (72) | (557) | (454)
Percent (number) 740 748 | 641 | 599 | 741 | 722 | 575| 263 | 80.1| 782
completed* % % % % % % % % % %
(179) | (113) | (123) 97) (60) (96) (84) (49) | (446) | (355)
After hours calls ** 179 151 123 | 146 60 96 NA NA [ 362 | 393

* Survey completion rates are computed as a percentage of those contacted. **BH providers are not included in
after-hours calls; after-hours calls are placed to all other providers who participate in survey.

Table 1 Analysis:

A sample of providers was drawn representing primary care, behavioral health care and high-
volume high-impact specialists (Ob-gyn, orthopedics, cardiology, otolaryngology, and
oncology/hematology). Providers selected for the sample were those with the highest number of
visits as of the time the sample was drawn in April 2018 (primary care >=100 visits YTD). Surveys
were conducted from late May through June 2018.

Compared to 2017, a slightly smaller sample was drawn (650 compared to 696) and contact rates
and survey rates were slightly lower. 69.8% of the sample was able to be contacted, and 78.2%
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of those completed the survey. It should be noted that the survey completion rate is calculated
as a percentage of those contacted; therefore, when calculated as a percentage of the entire
sample, 55% of the sample were interviewed. Reasons for not being interviewed are outlined in
Table 2.

To obtain the estimated intervals to the next available appointment, UHC agents (via a contractor,
DialAmerica) ask to speak to the individual who schedules appointments for the practice. They
then ask for the date of the first available appointment for a United member (without specifying
line of business, e.g., Medicaid) for each category of urgency or visit type (emergency, urgent,
routine; and, for PCPs, adult physical and EPSDT). For OB, rather than urgency of care, they ask
for the first available appointment based on trimester of pregnancy. To calculate compliance with
appointment standards, the theoretical appointment date is subtracted from the date the call was
made, and the waiting interval (in days) is computed and compared to the contractual standard
(See Tables 3A-B).  Average days to appointment are shown in Table 4. For after-hours calls, a
second call is made after normal working hours to determine the accessibility of urgent care
(Table 5). (Emergency and after-hours calls are not made to BH providers, as it is assumed these
urgent situations would be handled by the ER.)

Table 2: Most Common Reasons for Not Being Able to Survey Offices*

PCP Specialist OB-Gyn BH Total
2017 | 2018 | 2017 | 2018 | 2017 | 2018 | 2017 | 2018 | 2017 | 2018
% (n) % (n) % (n) % (n) % (n)
Sample Size 277 | 169 | 192 | 162 81| 133 | 146 | 186 | 696 | 650
Refused to participate 126 | 3.6% | 2.6% | 3.7% | 2.5% 3% | 2.1% 0% | 6.5% | 2.5%
%l ©®) G 6 @ @ G| O] 45| 16
(35)
Unable to Contact in 3 58% | 3.6% | 17.2 | 198 | 148 | 83% | 7.5% | 58.1 | 10.3 | 24.2
Attempts (16) | (6) % % % | (11) | (1) % % %
(33) | (32) | (12) (108) | (72) | (157)
Technical Problems 6.9% | 1.2% | 7.8% | 3.7% | 3.7% | 0.8% | 19.9 | 2.2% | 9.5% 2%
wW| @ B 6| & @ % 4| (66| (13
(29)
Moved, did not update 10.1 | 5.3% | 8.3% | 6.2% | 4.9% | 45% | 13.0 | 2.7% | 9.6% | 4.6%
information % 9 | (16) | (10) 4 (6) % G)| ©67) | (30)
(28) (19)
Total Not Surveyed 354 | 136| 359 | 333 | 259 165 | 425 | 629 | 359 | 33.2
% % % % % % % % % %
98) | (23)| (69) | (54) | (1) | (22)| (62) | (117) (216)

(250)

*Entire sample for each specialty type used as a denominator. The refusal rate is lower when computed as a percent of the entire
sample rather than as a percent of those contacted (Table 1).

Table 2 Analysis:

The percentage of providers unreachable for survey dropped to 33% this year compared to nearly half
in previous years. The biggest drops were in refusals to participate and technical problems, such as
wrong numbers and cell phones, which cannot be called. BH providers had the largest number of cell
phone no-contacts, probably representing their more mobile practice patterns (more locations, fewer
office staff to schedule appointments). Inability to reach the scheduler remained a persistent
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problem, accounting for 24% of the sample this year (10% last year). Slightly less providers moved to
a different practice and did not update contact information, especially among BH providers.

The sample includes only providers eligible to be interviewed. Those who had retired, gone out of
business, dropped out as a UHC provider or were otherwise ineligible were eliminated before the
sample was calculated.

Appointment Wait Time Standards According to State and NCQA Specifications

Compliance Standards of State and NCQA QI5

Standard State of Kansas NCQA

Emergency Same day, all providers Immediate

Urgent 48 hrs, all providers Same day; 48 hrs, BH

Non-life-threatening emergency NA 6 hrs, BH

Routine 21 days, PCP; 10 days, BH; 30 days, | 14 days; 10 days, BH
Specialist

OB 3 wks 1% trimester; 2 wks 2" NA

trimester; 1 wk 3" trimester; no
specific standard for high risk
Physical/preventive 21 days, adult & EPSDT 4 weeks
After Hours 24/7 PCPs, OBs, Specialists 24/7 PCPs

Table 3A: Percent of Surveyed Offices Who are In Compliance with State Contractual Appointment
Standards

Compliance Rates* PCP Specialist*** OB** BH Total
2017 | 2018 | 2017 | 2018 | 2017 | 2018 | 2017 | 2018 | 2017 | 2018

% (n) % (n) % (n) % (n) % (n)
Sample Size 179 113 123 97 60 96 84 49 446 355
Emergency care 749% | 99.1 28.5 | 100% NA NA NA NA | 56.0 | 99.5
(134) % % | (97) % %
(112) (35) (169) | (209)
Urgent care 86.0% | 99.1 | 38.2 | 100% NA NA | 357 | 837 | 598 | 965
(154) % % | (97) % % % %
(112) (47) (30) (41) | (231) | (250)
Routine care 96.1% | 100% | 79.7 | 100% NA NA| 845 | 959 | 883 | 99.2
(172) | (113) % | (97% % % % %
(98) ) (71) 47y | (341) | (257)
Adult physical 83.2% | 90.3 NA NA NA NA NA NA | 832 | 90.3
(149) % % %
(102) (149) | (102)
EPSDT/Well Child 79.9% | 54.9 NA NA NA NA NA NA | 799 | 549
(143) % % %
(62) (143) (62)
After hours 95.0% | 100% | 96.7 | 100% | 90.0 | 100 NA NA | 77.3 | 100%
coverage (170) | (113) % | (97) % % % | (306)

(119) (54) | (96) (280)

OB first trimester NA NA NA NA [ 883 [ 99% NA NA | 883 | 99%
% | (95) % (95)
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(53) (53)

OB second trimester NA| NA| NA| NA| 750| 1200| NA| NA| 750 100%
%| % % | (96)
(45) | (96) (45)

OB third trimester NA| NA| NA| NA| 517| 99% | NA| NA| 517 | 99%
% | (95) % | (95)
(31) (31)

OB High Risk NA| NA| NA| NA| NA| NA| NA| NA| NA| NA

*Percentages are based on completed surveys.
**High volume specialists surveyed in were adult and pediatric cardiology, ophthalmology, otolaryngology, orthopedics and
pulmonary medicine. Each type was included in each quarter.

Table 3B: Percent of Surveyed Offices in Compliance with NCQA Appointment Standards

Compliance Rates* PCP Specialist*** OB** BH Total

2017 2018 | 2017 | 2018 | 201 | 201 | 2017 | 2018 | 2017 | 2018
7 8
% (n) % (n) % (n) % (n) % (n)
Sample Size 179 113 123 97 60 96 84 49 446 355
Emergency care 749% [ 99.1% | 285 100 NA NA NA NA | 56.0| 995
(134)* | (112 % % % %
(35) [ (97) (169) | (209)
Urgent care 74.9% (134) | 99.1% | 285 | 100 NA| NA| 357| 837| 516 | 965
(112) % % % % % %
(35) | (97) (30) (41) | (199) | (250)
Routine care 91.1%(163) | 100% | 59.3 | 100 NA NA| 845| 959 | 795 | 99.2
(113) % % % % % %
(73) | (97) (71) (47) | (307) | (257)
Adult physical 87.2% (156) | 90.3% NA NA [ NA NA NA NA| 872 | 903
(102) % %
(156) | (102)
EPSDT/Well Child 83.8% (150) | 54.9% NA NA [ NA NA NA NA| 838 | 549
(62) % %
(150) (62)
After hours 95.0% (170) 113 NA NA| NA| NA NA NA [ 77.7 | 100%
coverage (100% % | (113)
) (139)

OB first trimester NA NA NA NA [ NA NA NA NA NA NA
OB second trimester NA NA NA NA NA NA NA NA NA NA
OB third trimester NA NA NA NA [ NA NA NA NA NA NA
OB High Risk NA NA NA NA| NA| NA NA NA NA NA

*Percentages are based on completed surveys.
**High volume specialists surveyed in were adult and pediatric cardiology, ophthalmology, otolaryngology, orthopedics and
pulmonary medicine. Each type was included in each quarter.
#*NCQA standard for emergency care is “immediate” and for urgent care “same day.” Any same-day appointment was counted
as satisfying both categories.

Tables 3A and 3B Analysis:

Tables 3A and 3B, shown above, reflect timeliness of appointment access using two sets of standards:
those specified in the State contract and those required by the National Committee on Quality
Assurance (QI5). As shown in the matrix above, NCQA standards are generally tighter for all except
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physical exams, where 4 weeks are allowed compared to 3. Appointment timeliness is calculated in
whole days as the date of the appointment minus the date the practice was called. Therefore,
immediate access can only be evaluated if a same-day appointment is offered, and calls made later in
the day with next-day access will appear noncompliant even though they fall within 24 hours. OB
access is determined according to trimester of pregnancy rather than emergent, urgent, or routine
need, and NCQA standards do not exist for these categories of access. Emergency access for
behavioral health is not included because it is assumed that BH emergencies are referred to
emergency rooms rather than being treated in office settings.

The process for assessing access is as follows: operators at a third-party vendor, Dial America, call
offices on a list provided by the MCO using a pre-arranged script. The script explains the purpose and
asks whether this is a good time for the call; if not, a call-back time is arranged (three attempts are
made). The scripts ask for the first available appointment date for a United member (Medicaid is not
specified) for an emergency, urgent, or routine need. For PCPs, the scripts also ask for a date for an
adult physical and EPSDT exam. The operator then asks whether these appointment dates apply to
all providers on the list or only certain ones. Dates are adjusted as needed for providers with different
availability, though in most cases the appointment times given apply to all providers on the list. It
should be noted that not all providers in the practice are assessed in any given call because random
sampling means that only certain providers may be in the sample.

Pregnancy access is asked according to trimester of pregnancy, with longer compliance times allowed
for earlier stages (three weeks for first trimester, two for second trimester, and one for third
trimester). High-risk pregnancy access is also assessed, although no specific standards exist for either
the State or NCQA.

Access is generally much higher for PCPs than specialists and follows a similar pattern through the
years. About three-quarters of PCPs can provider a same-day appointment for emergencies and
urgent care and more than 90% can provide care within the standard (21 days for State, 14 for NCQA)
for routine care.

Obstetric care improved this year over last, with only 99% of providers able to schedule an
appointment within a week for a patient in the third trimester of pregnancy (in 2017, the number was
52%). 100% could schedule an appointment within two weeks for a member in the second trimester,
and 99% within three weeks for a member in the first trimester. It should be noted that these data
do not include Family Practitioners and Nurse Midwives who also provide a substantial amount of
obstetrical care in the State of Kansas and whose obstetrical access was not assessed separately from
other care.

Urgent (within 48 hours) behavioral health care was also more available, with 84% able to provide an
appointment compared to 36% last year. It should be noted that the sample size of BH providers this
year (n=49) is almost half the size last year (n=84). On the other hand, the large number of providers
who were unable to be contacted due to having only cell phones may have created some bias in the
sample.

Table 4: Average Number of Days Wait for Schedule Appointment

PCP Specialist OB BH
(Days) (Days) (Days) (Days)
2017 2018 2017 2018 2017 2018 2017 2018
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Sample Size 179 113 123 97 60 96 84 49

Emergency care 4.6 0.58 17.7 15 NA NA NA NA
Urgent care 3.2 0.62 17.1 1.8 NA NA 5.2 2.9
Routine care 5.7 1.5 23.3 18 NA NA 6.3 9.0
Adult physical 175 12.2 NA NA NA NA NA NA
EPSDT/Well Child 18.1 12.2 NA NA NA NA NA NA
OB first trimester NA NA NA NA 12.3 9.6 NA NA
OB second trimester NA NA NA NA 13.5 8.4 NA NA
OB third trimester NA NA NA NA 12.5 7 NA NA
OB High Risk NA NA NA NA 8.4 24 NA NA

Table 4 Analysis:

Table 4 shows access in terms of average days to an appointment based on urgency and specialty
type. The generally longer times than in previous years were the result of a small number of physicians
with extremely long wait times (up to 3 months in several cases). They occurred across all specialty
types. The reasons for these delays are unknown. These data should be interpreted cautiously, as
the Table 3 access data are much more reflective of the typical experience.

Table 5: After Hours Compliance

PCP Specialist OB BH* Total

% (n) % () % () % (n) % ()
2017 | 201 | 201 | 201 | 201 | 201 | 20 | 20 | 201 | 201

8 7 8 7 8 |17 | 18 | 7 8
Sample Size 179 169 | 123 | 162 | 60 | 133 | 84 | 18 | 362 | 464
6

Answering service, nurse, physician or 95.0% | 89. | 96.| 90. | 90. | 69. | NA | NA [ 94. | 84.
message with number to contact (170) | 3% | 7% | 1% | 0% | 9% 8% | 1%
(15| (A1 | (14| (54| (93 (34 | (39
| 9| 6 ) ) 3 0
Answering machine instructing member to 28% | 0% | 24 | 0% | 24| 0.8 | NA|NA| 39| 0.2
go to nearest hospital 5) | (0 % | (0) % % % %
@) © | @ (1‘; 1)
Phone rings continuously with no answer 6% | 2.4 0| 0% 0| 0% | NA| NA| 03| 0.9
1) % 1) ) % %
(4) Q| @
Other unacceptable (typically, message 17% | 53| 08| 8.6 0| 0% | NA|NA| 11| 5%
instructing member to dial 911) (3) % % % 2 % | (23
@ | @ (1z;, (4) )

*BH does not have after-hours compliance calls.

Table 5 Analysis:

After hours calls were placed to all provider types except behavioral health. Across all provider types,
84.1% had an adequate process in place, such as an answering service, nurse, physician, or number
to contact. This represents an decline from the previous years. The state contract requirements
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regarding after-hours access are as follows: “2.2.5.10 “The CONTRACTOR(S) shall have procedures in
place to ensure medically necessary services are available to Members on a 24 hours-per-day, seven
(7) days per week basis.” Medically necessary services can be carried out by an Emergency Room or
Hospital, if needed, after hours.

E. Outcomes of Onsite Reviews: One activity of the KanCare 1115 renewal process was a readiness
review for managed care contractors beginning in January, 2019. KDHE and KDADS worked with a
third-party consultant to conduct a joint readiness review in lieu of an annual audit in 2019. The
review consisted of a desk audit and on-site, in-person audit by cross-agency subject matter experts
who were chosen by state leadership. Team members received in-person training on review tools
developed by the consultant to assess the following areas of review:

e Organizational and Administration

e Service Coordination and Covered Services

e Provider Network and Pharmacy

¢ Financial Management and Program Integrity
e Clinical and Utilization Management

e Claims, IT and WORK/Member Independence

The readiness review provided the state an opportunity to ensure the Managed Care Organizations (MCO)
had operable processes and systems for member transitions and service delivery. The level of compliance
with the KanCare contract was assessed through material review and interviews with key MCO staff during
August 2018 on-site reviews. Follow-up requests and submissions were managed and approved through
an automated spreadsheet and document sharing site to address any outstanding inquiries. The review
assessed each MCO for:

e A comprehensive understanding of the program requirements and demonstrated ability to

operationalize requirements.

e Asolid plan for hiring and training staff.

e Evidence that go-live will be seamless to members.

e Clear expectations for the challenges ahead and plans to address barriers.

e Acontingency plan for each item not fully demonstrated prior to and during the on-site.

F.  Summary of PIPs: Two of the three KanCare MCOs — Amerigroup and United — initiated performance
improvement projects (PIP) in July 2013. Sunflower’s project planning process extended into late
2013; therefore, interventions were not initiated until January 1, 2014. The current collaborative PIP
started in August 2016 focusing upon the HEDIS measure for HPV vaccination.

For individual PIPs:

e Amerigroup chose to improve well-child visit rates in the third, fourth, fifth and sixth years
of life.

e 2013-2016 Sunflower chose to increase the rate of initiation and engagement of alcohol
and other drug dependence treatment.

e 2013-2016 UnitedHealthcare chose to improve follow-up after hospitalization for mental
iliness.

e For 2017, both Sunflower and UnitedHealthcare have changed their individual PIP topics
to the SSD HEDIS measure — Diabetes screening for people with schizophrenia or bipolar
disorder who are using antipsychotic medication. These projects were continued in
2018.
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Each PIP methodology was reviewed and revised to ensure that clear interventions, outcomes,
tracking, and measurement methods were identified. Representatives of each MCO report PIP
progress at regularly occurring KanCare interagency meetings. Written updates have also been
provided post-implementation of each PIP. The State also created monthly report templates for
each MCO to send data showing the progress of each PIP. The MCOs also submit an annual report
which contains data analysis and summarizes the project’s impact. The EQRO reviews and
validates these reports for each PIP. The finalized reports will be attached at the end of this annual
report submission.

G. Outcomes of Performance Measure Monitoring:
A summary of statewide results (all three KanCare MCOs aggregated) for calendar years 2013-
2017 (measurements conducted in 2018) validated by Kansas Foundation for Medical Care. These
numbers show the Kansas performance compared to the national 50th percentile on each of the
measures, is set out in Table 2 of the attached KFMC report.

H. Dental Care:
KanCare and partner agencies continue to emphasize the importance of regular dental care for
our members and are committed to maintaining an increased utilization of these important
services. Results indicate dental services have been consistently provided over the past two years
after significant improvement in 2015.

SFY2017 SFY2018
Total Eligible receiving dental treatment 48,271 48,704
Total Eligible receiving preventative services 121,855 120,084

Value Added Benefits (VAB) are another way in which adult members may access preventive
dental services. In 2018, 9,517 members received Dental services as Value added services
provided through the MCO’s. The value of these services totaled $1,014,178.

I.  Pay for Performance Measures
The final results of the KanCare MCOs’ performance for the 2017 pay for performance measures
(measured in 2018) are detailed in the document attached to this report entitled “KanCare Pay
for Performance Measures — Summary of 2017 Performance Outcomes.”

Additional performance results are included in the 2018 KanCare annual evaluation report
developed by Kansas Foundation for Medical Care and attached to this report.

J. Summary of Plan Financial Performance: As of December 31, 2018, all three plans are in a sound and
solvent financial standing.

Statutory filings for the KanCare health plans can be found on the NAIC's "Company Search for
Compliant and Financial Information” website: https://eapps.naic.org/cis/.

XII. Post Award Forum

The KanCare annual public forum, pursuant to STC 15, was conducted on December 14, 2018. A summary
of the forum, including comments and issues raised at the forum, is attached.
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XIII. Annual Evaluation Report & Revised Evaluation Design

The entity selected by KDHE to conduct KanCare Evaluation reviews and reports is the Kansas Foundation
for Medical Care (KFMC). The draft KanCare evaluation design was submitted by Kansas to CMS on April
26, 2013. CMS conducted review and provided feedback to Kansas on June 25, 2013. Kansas addressed
that feedback, and the final design was completed and submitted by Kansas to CMS on August 23, 2013.
On September 11, 2013, Kansas was informed that the Evaluation Design had been approved by CMS with
no changes. In addition, the state submitted a revised KanCare Final Evaluation Design, with revisions as
of March 2015, submitted on April 1, 2015. KFMC has developed and submitted quarterly evaluation
reports and annual evaluation reports for all of 2013, 2014, 2015, 2016 and 2017 as well as quarterly
reports for each quarter of 2018.

KFMC’s annual report for 2018 is attached. As with the previous evaluation design reports, the State will
review the annual report, with specific attention to the related recommendations, and will continue to
take responsive action designed to accomplish real-time enhancements to the state’s oversight and
monitoring of the KanCare program, and to improve outcomes for members utilizing KanCare services.

XIV. Enclosures/Attachments

The following items are attached to and incorporated in this annual report:

Section of Report Where Description of Attachment
Attachment Noted
11(D) KanCare Safety Net Care Pool Reports (including DSRIP payments)
/v KanCare Expenditure & Budget Neutrality — DY6 2018
IX KanCare Ombudsman Report — DY6 2018
XI(G) KanCare Pay for Performance Measures — Summary of 2017
Performance Outcomes
Xl KanCare 2018 Public Forum Summary
XHI KFMC'’s KanCare Evaluation Report — DY6 2018

XV. State Contacts(s)

Dr. Lee A. Norman, M.D., Secretary
Christiane Swartz, Deputy Medicaid Director
Kansas Department of Health and Environment
Division of Health Care Finance

Landon State Office Building — 9" Floor

900 SW Jackson Street

Topeka, Kansas 66612

(785) 296-3512 (phone)

(785) 296-4813 (fax)

Lee.norman@ks.gov
Christiane.swartz@ks.gov

XVI. Date Submitted to CMS

March 29, 2019

KanCare Annual Report to CMS - Year Ending 12.31.18 40


mailto:Lee.norman@ks.gov















mailto:Kerrie.Bacon@ks.gov












https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::



https://www.kancare.ks.gov/docs/default-source/KanCare-Ombudsman/about/cms-special-terms-and-conditions-42-kancare-ombudsman.pdf?sfvrsn=c64c4d1b_2
https://www.kancare.ks.gov/docs/default-source/KanCare-Ombudsman/about/cms-special-terms-and-conditions-42-kancare-ombudsman.pdf?sfvrsn=c64c4d1b_2



http://www.kancare.ks.gov/kancare-ombudsman-office/contact-us).






http://www.kcdcinfo.ks.gov/















https://apex.kdads.ks.gov/vmpd18/f?p=170:4:8062530867883::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:8062530867883::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:8062530867883::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:8062530867883::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:8062530867883::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:8062530867883::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:8062530867883::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:8062530867883::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:8062530867883::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:8062530867883::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:8062530867883::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:8062530867883::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:8062530867883::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:8062530867883::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:8062530867883::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:8062530867883::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:8062530867883::NO:::



https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::
https://apex.kdads.ks.gov/vmpd18/f?p=170:4:3373835710755::NO:::












https://www.kancare.ks.gov/docs/default-source/kancare-ombudsman/resources/general-fact-sheets-(english)/selecting-changing-an-mco-fact-sheet.pdf?sfvrsn=ce14c1b_2
https://www.kancare.ks.gov/kancare-ombudsman-office/appeals-information






https://www.kancare.ks.gov/kancare-ombudsman-office/appeals-information




































http://www.dcf.ks.gov/services/RS/Pages/KCDHH.aspx
https://www.ada.gov/effective-comm.htm
https://www.hhs.gov/sites/default/files/ocr/civilrights/resources/factsheets/ada.pdf
https://www.hhs.gov/sites/default/files/ocr/civilrights/resources/factsheets/ada.pdf
https://www.huffingtonpost.com/lydia-l-callis/deaf-rights-what-you-need-to-know_b_5688351.html
https://www.huffingtonpost.com/lydia-l-callis/deaf-rights-what-you-need-to-know_b_5688351.html



https://www.eeoc.gov/eeoc/history/35th/1990s/ada.html
https://www.eeoc.gov/laws/regulations/adaaa_fact_sheet.cfm
https://www.ada.gov/2010_regs.htm
https://www.ada.gov/infoline.htm
http://www.dcf.ks.gov/services/RS/Pages/KCDHH/KQAS.aspx
https://accessible.askdefine.com/
https://www.ada.gov/effective-comm.htm
https://www.ada.gov/effective-comm.htm
http://www.ccano.org/wp-content/uploads/2015/01/ADA-Effective-Communication-for-Deaf-and-Hard-of-Hearing.pdf
http://www.ccano.org/wp-content/uploads/2015/01/ADA-Effective-Communication-for-Deaf-and-Hard-of-Hearing.pdf
https://www.ada.gov/effective-comm.htm
https://www.ada.gov/effective-comm.htm

























































mailto:lsanchez@kfmc.org






























http://www.kancare.ks.gov/





























































































































































































































































2018 KanCare Evaluation Annual Report
Year 6, January - December 2018

Questions on both adult and child surveys:

In the last 6 months, did you get information or help from your (child's) health plan's customer
service?

Similar to the previous three years, less than one-third of members in 2018 reported contacting
customer service at their MCO for information or help.

Adults: 31.5% in 2018; 31.4%—45.2% in 2014-2017
GC: 28.0% in 2018; 24.7%—-28.9% in 2014-2017
CCC: 31.5% in 2018; 28.3%—31.1% in 2014-2017; statistically significant increase (p=.04) in 2018
rate compared to 2017 rate (29.0%).
Those who responded they received information or help from customer service from their MCO in
the previous 6 months were asked:
0 Inthe last 6 months, how often did your (child's) health plan's customer service give you the
information or help you needed?
While less than one-third of members contacted their MCO’s customer service, 82% or greater
found the information provided helpful.
*  Adults: 83.3% in 2018 (>50* QC); 80.0%—84.2% in 2014-2017
Amerigroup’s 2018 rate (84.7%) was >66.67™" QC compared to <25™ QC in 2017.
* GC:83.6% in 2018 (<50 QC); 83.1%—86.7% in 2014-2017
Sunflower’s TXXI rate (88.4%) in 2018 was >90'" QC.
* CCC:81.9% in 2018 (<33.33" QC); 82.7%—84.8% in 2014-2017

Mental Health Survey

The MH Surveys conducted in CY2011 through CY2018 are described above in Section 7 “Member
Survey- Quality.”

For the question “My mental health providers returned my calls in 24 hours,” Adult members had a
higher percentage of positive responses in 2018 (86.4%) than in six of seven prior years, with a
significant increase from 2016 (79.6%; p=.03) (see Table 49).

Table 49. Mental Health Survey — Efficiency-Related Questions

Trend
6-Year 8-Year

Year % Rate N/D 95% CI p-value

Adults (Age 18+)

2018 I | 86.4% 254/294 | 82.0% — 89.9% .54 .95
2017 85.9% 303/353 |81.8% — 89.2% | .84

My mental health 2016 79.6% 213/267 |74.4% — 84.1% | .03+
providers returned | 2015 84.4% 292/346 | 80.2% — 87.9% | .47
mycallsin24 hours. (2014 | | 833% 618/742 |80.5% — 85.8% | .22
2013 84.4% 840/995 | 82.0% — 86.5% | .39
012 | 80.8% 202/250 | 75.4% — 85.2% | .08
2001 1| 881% 251/285 |83.8% — 91.4% | .56

SUD Survey
Section 7 above provides background on the SUD survey conducted by the three MCOs in 2014-2017;

the SUD survey was not conducted in 2018. The question that follows is related to perception of
efficiency for members receiving SUD services.
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